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Introduction
The burden of childhood cancers as a growing public health challenge is increasingly being recognized worldwide, including the developing nations [1] . Hitherto, communicable diseases and malnutrition had been the major causes of childhood illnesses and deaths, but with improving socioeconomic status, greater accessibility to healthcare services and improving immunization coverage and uptake, childhood non-communicable diseases are now recognized as an increasing significant challenge [1] .
Tremendous progress has been made in the treatment and cure of childhood cancers in the last five decades. This is mostly due to advances in diagnosis and treatment, resulting in a cure or long term remission for a substantial number of children with cancer. It is however, pertinent to note that most of these improvements have occurred largely in developed countries. Caring for children with cancers pose a huge challenge on families and the healthcare system, especially in developing countries. This is so, because they often present too late for effective treatment, it usually portends prolonged hospital stay, varied invasive and non-invasive investigations for diagnosis, unavailability of hi-tech diagnostic facilities in many centers in resource-poor nations, therapeutic issues like unavailability of needed chemotherapy, and where available, high cost and non-affordability by most patients [2] .
Developing countries contribute an estimated 60-80% of the total burden of all new cancer cases worldwide, and in these countries, about 60% or more of children with cancers die of the disease [2] [3] [4] . The age-standardized annual incidence usually ranges between 70 and 160 per million at age 0 to 14 years [5] . Some variation is seen between populations for some specific cancer types. Some of the largest variances are geographical and attributable to environmental factors, whereas ethnic variations may be a marker of genetic predisposition [6] . It is important for studies to be done on the spectra of childhood cancers in various localities. This gives valuable comparative data, and reveals the more common malignancies in an environment. It also forms the guiding framework for preventive and therapeutic interventions. This study, the first in our environment, was therefore carried out to document the spectrum of childhood cancers in the south-south region of Nigeria, and the outcome of treatment.
Methods
This study is a retrospective analysis of all cases of cancer in children aged 0-18 years which were seen, diagnosed and managed in the Paediatric Haemato-oncology unit of the University of Uyo Table 5 . These were chemotherapy only in 52 patients (61.9%), Chemotherapy and surgery in 27 patients (32.1%). Patients evaluated and confirmed to need surgery with radiotherapy or a combination of chemotherapy, surgery and radiotherapy were all referred to other centres with such facilities and these constituted five (6.0%) of the patients. All the patients in addition to the above treatment had supportive therapy in the form of intravenous fluids, transfusion of blood and blood products, analgesics and counselling. The treatment outcome is as shown in Table 6 .
Discussion
The study recorded a total of 84 childhood cancers over a period of eight years, with an annual average of 10.4 cases per annum. This is much lower than the 23.0 and 17.4 cases per year respectively reported from two different studies in Jos, northern Nigeria [9, 10] , but comparable to the 12 cases per annum report from southeastern and south-south Nigeria [11, 12] . It is higher than the 7 and 3 cases annual rates respectively seen by Agboola et al from Sagamu, south-western Nigeria [13] [10] . The observed difference in results from a later study [9] in the same centre may be attributed to the difference in methodology. Tanko et al [10] conducted their study only on solid surgical specimens obtained from the histopathology laboratory.
This would greatly affect their results and the cancer pattern documented as cancers diagnosed by other methods such as fine needle aspiration cytology and imaging studies would be excluded.
Another study from Kano, northern Nigeria [18] recorded retinoblastoma as the commonest childhood malignancy followed by Burkitt's lymphoma. The three most frequent cancers seen in this study were very similar to observations in Calabar, also located in the same region as this study site, with similar geographical climatic conditions. The observed slight differences in the spectrum of childhood cancers between these northern and southern parts of Nigeria may therefore be as a result of climatic differences, or genetics and different levels of exposure to environmental toxins in these areas. Soyemi et al [15] in Lagos, found a higher incidence of nephroblastoma, but in that study, children with lymphomas and leukaemias were excluded and only those with mesenchymal type of tumours were assessed, thus may not be a true reflection of the overall picture. 
Conclusion
The distribution of the childhood malignancies in our environment shows similarity with reports from the same region and variation from other regions. The general outcome is very poor with a high percentage of discharge against medical advice and loss to follow up. We therefore recommend large scale community awareness on cancers and its prognosis with greater resource allocation for its treatment. Also, training of personnel and support staff is pertinent.
This will aid our fight in the early detection, treatment and prevention of childhood cancers.
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